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Preparation and/for executicn of this

I Plan of Correction d i
An annual recertification survey was completed ction does not constitute

on January 5-7, 2015, at Durham Hensley Health
and Rehabilitation. No deficiencies were cited Hensley Health and Rehabilitation of
under 42 CFR Part 483, Requirements for Long the truth of the facts alieged or
Term Care Facilities.

an admission or agreement by Durham

conclusions set forth in the statement
of deficiencies. Durham Hensley Health . .-
and Rehabilitation files this Plan of
Correction solely because it is required
to do so for continued state licensure

as a health care provider andfor for
participation in the Medicare/Medicaid
program. The facility does not admit
that any deficiency existed prior to, at
the time of, or after the survey. The
facility reserves all rights to contest the
survey findings through informal
dispute resolution, formal appeal and
any other applicable legal or
administrative proceedings. This Plan |
of Correction should not be taken as \
establishing any standard of care, and

the facility submits that the actions

taken by or in response to the survey

findings far exceed the standard of

care. This document is not intended to. - ' :;

waive any defense, legal or equitable
in administrative, civil or crimina
proceedings.
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Any deficiency statement ending with an asterisk(*) denotes a deficiency which the institution may be excused from correcting providing it is determ.i'i 9'that

other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homnes, the findings stated above are disclos L2980 ays
following tge date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of carrection re- i _g S, bJ _]4-'

days following the date these documents are made available to the facility. If deficlencies are cited, an approvad plan of correction is requisibHO. pJinued
o et

program participation,
Page1lof 6

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:4KCA11 Facility ID:TN3002




